Although the proportion of enteric fever cases related to international travel has increased in industrialized countries, few outbreaks of enteric fever have been reported in travelers (6, 7) . We describe an outbreak of MDR and NAR typhoid fever in young Japanese travelers returning from Bangladesh. This outbreak highlights the need for standard treatments for MDR and NAR enteric fever.
Ten Japanese junior and senior high school students living in the Tokyo metropolitan area took part in a 9-day study tour to Dhaka in MarchApril, 2004. They were escorted by 2 Japanese college students and a 28-year-old Japanese instructor. The 13 participants returned to Japan on April 4, 2004 . The purpose of the study tour was to acquire knowledge about street children in Dhaka. The students stayed at a guesthouse and visited orphanages in the city. The itinerary included a visit to a local home, where the family served them a meal. They shared all their meals during the tour.
Fever and diarrhea developed in 2 participants on April 3 and 5, and these symptoms were later shown to be caused by shigellosis. On April 19, the index patient became febrile. From that date until April 28, there were 6 confi rmed and 2 probable typhoid fever cases reported in the 13 tour participants, resulting in an attack rate of 62%. The median age of the patients was 17 years (range 12-28 years); 5 patients were female. No other cases of typhoid fever were reported in that period in Japan.
All 6 S. Typhi isolates were Viphage type E9. These isolates were also MDR and NAR, and the MIC for ciprofl oxacin for the 6 isolates was 0.38 μg/mL. It was strongly suspected that a single-point exposure to S. Typhi occurred in the tour participants during their stay in Bangladesh and caused this exceptional outbreak. None of the participants had received a typhoid vaccination.
The 8 patients were admitted to 5 hospitals in the Tokyo metropolitan area. Four different antimicrobial drug regimens were used on the basis of the age of the patients and the hospital in which each patient was hospitalized (Table) . Four patients at 2 hospitals who received fl uoroquinolone monotherapies were given other regimens on days 4-6 of treatment because of concern of treatment failure. The median fever clearance time was 6 days (range 3-12 days). No complications occurred during any of the treatment regimens. Although a relapse occurred 15 days after completion of treatment in the oldest patient, who had received cefotaxime and oral tosufl oxacin, retreatment cured the infection without fecal carriage. The high attack rate may refl ect the high sensitivity of adolescents to typhoid fever and the high level of bacterial contamination in food the participants had eaten during travel (2) . Although the meal at the private home was suspected as the source of infection, we could not determine the exact cause of this outbreak.
The optimum treatment for MDR and NAR enteric fever has not yet been established. A third-generation cephalosporin or high doses of fl uoroquinolones (e.g., ciprofl oxacin, 20 mg/ kg/day or levofl oxacin, 10 mg/kg/day) for 10-14 days are the drugs of choice (1, 2) . Azithromycin is also a promising agent (8) . However, for any of the regimens, the mean fever clearance times are relatively long (≈7 days), and the relapse rates are high (1) . Although all 6 isolates showed reduced susceptibility to ciprofl oxacin, a long course (14 days) of fl uoroquinolones was still effective in this outbreak. However, clinicians should be aware of treatment failure in MDR and NAR enteric fever (3). The combination therapy of cefotaxime and a fl uoroquinolone used in 3 patients has not shown greater effi cacy than monotherapies. In fact, 1 patient who received this combination therapy experienced a relapse. (Figure) . In this county, 89% of residents are farmers. The county covers 4,475 km 2 , and the terrain is mountainous. No other cases of human rabies had been reported from this county since 1986. We investigated the cluster to ascertain characteristics of these exposures.
Rabies testing was not readily available. In China, the national case defi nition is based on clinical compatibility with appropriate animal exposure. Doctors are required to report rabies according to a general case description published by the Ministry of Health. Laboratory confi rmation is not generally performed. We defi ned a rabies case as any person from Coteau County in whom rabies was diagnosed by a physician from February 2002 through March 31, 2007. We interviewed family members of casepatients and neighbors about the char-
